Background The burden of frail patients undergoing emergency general surgery (EGS) is increasing rapidly and this population is particularly susceptible to postoperative cardiopulmonary complications and mortality. We aimed to determine the association between frailty, as defined by the previously described modified frailty index (mFI), and postoperative respiratory complications (unplanned reintubation, pneumonia, and prolonged ventilation), cardiac complications (myocardial infarction and cardiac arrest), and mortality. We also sought to identify the most significant determinants of frailty in the highest risk patients based on the specific variables comprising the mFI. Methods We performed a retrospective observational analysis of the prospectively collected American College of Surgeons National Surgical Quality Improvement Program database. Files from 2005 to 2015 identified 132,765 inpatients who underwent EGS. mFI scores were calculated for each patient. The effect of increasing frailty on unplanned reintubation, pneumonia, prolonged ventilation, myocardial infarction, cardiac arrest, and mortality was evaluated using bivariate analysis. Multivariable logistic regression was used to compare mFI with additional predictor variables including race, gender, physical status as defined by the American Society of Anesthesiologists, disseminated cancer, renal failure, smoking status, sepsis, wound presence/classification, dyspnea, and previous ventilator dependence. Results Unplanned reintubation, pneumonia, prolonged ventilation, myocardial infarction, cardiac arrest, and mortality were significantly associated with frailty, and the odds of each postoperative complication increased with increasing mFI score. Of the frailest patients (mFI 3) that experienced cardiopulmonary complications or mortality, the variables of the mFI that contributed most to frailty were hypertension requiring medication and functional status before surgery. Conclusions A higher mFI score is associated with increased odds of postoperative cardiopulmonary complications and mortality in the EGS population. Specific variables of the mFI can also provide valuable information for assessing odds in the frailest patients undergoing EGS.
undergoing gastrointestinal surgery are between 14 and 18 times more likely to experience cardiac complications (such as cardiac arrest) and between 1.5 and 5.1 times more likely to experience pulmonary complications (such as pneumonia and unplanned reintubation) than younger patients. 8 These patients also experience greater morbidity associated with cardiac or pulmonary postoperative complications. 7, 9, 10 Several studies assessing the burden of specific complications in the EGS setting have identified that reducing the incidence of postoperative pneumonia offers the greatest value. 9, 11, 12 Given the significant burden of cardiopulmonary complications in the elderly population and in the EGS setting as a whole, further study of cardiopulmonary complications in frail patients undergoing EGS is warranted. To our knowledge, there are no studies exploring the association of frailty and specific cardiac and respiratory complications in the EGS population. In this study, we aimed to determine the association between frailty and postoperative respiratory complications (unplanned reintubation, pneumonia and prolonged ventilation), cardiac complications (myocardial infarction and cardiac arrest), and mortality. We also aimed to identify the most significant determinants of frailty in the highest risk patients based on specific modified frailty index (mFI) variables.
Methods Data Source
We performed a retrospective observational analysis of the American College of Surgeons National Surgical Quality Improvement Program (NSQIP) database between the years 2005 and 2015. This study was approved by the Institutional Review Board of New Jersey Medical School. The NSQIP database is a multicenter database of prospectively collected data. It was created to facilitate quality improvement in hospital surgical care by collecting clinical data consisting of demographic variables, preoperative risk factors, intraoperative information, and 30-day postoperative outcomes. 13 Data are deidentified and collected by trained abstractors to ensure robust and high-quality data entry.
14 As a validated and comprehensive program with risk-adjusted surgical outcomes, the NSQIP database has shown to be an effective source for data in observational studies investigating clinical outcomes.
Study Population
Our study included adult patients who underwent EGS in the NSQIP database between 2005 and 2015. To identify our study population, we selected patients who underwent general surgery cases. We then limited the study to emergency and nonelective cases. Next, we extracted only those cases that matched Gale et al's 15 definition of EGS. Gale et al identified International Classification of Disease-9th Revision (ICD-9) codes that correspond with EGS-defining diagnoses as identified by the American Association for the Surgery of Trauma. 16 Since the NSQIP database did not contain ICD-9 codes for every year of our study, we matched the ICD-9 codes identified by Gale et al to their corresponding current procedural terminology (CPT) codes. Using the identified CPT codes, we extracted EGS specific cases from the NSQIP database. ►Appendix A provides the final list of CPT codes used to identify EGS procedures for inclusion in this study.
Modified Frailty Index
mFI scores were used to assess frailty. Saxton and Velanovich 17 first described mFI by matching 11 of the 70 variables from the Canadian Study of Health and Aging Frailty Index to 15 variables found in the NSQIP dataset. The 15 NSQIP variables can be found in ►Appendix B. mFI has been validated for use in the EGS population using NSQIP. 18 A patient's mFI is calculated as the number of variables present in a patient's medical history from the total 11 variables.
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Patients with mFI scores 4 were grouped together to prevent variability associated with small group sizes. Patients without mFI variables were scored as 0 and included in the analysis. Patients with missing information for any of the variables listed in ►Appendix B were excluded.
Predictor Variables
Additional predictor variables were also tested, including wound infection, disseminated cancer, renal failure, wound classification, smoking status, American Society of Anesthesiologists (ASA) classification, sepsis, race, gender, dyspnea, ventilator dependence before surgery, and length of operation. These variables were identified in previous literature as potential predictor variables. 20 We studied the relationship between these variables, mFI, and the outcomes.
Outcome of Interest
Our study had six primary outcomes: occurrence of unplanned intubation following surgery, occurrence of pneumonia following surgery, occurrence of prolonged ventilation (defined as use of a ventilator for >48 hours following surgery), occurrence of cardiac arrest within 30 days
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Statistical Analysis
Univariate and bivariate analyses were used to study mFI, the six outcomes, and additional predictor variables. Six separate multivariable logistic regression analyses were then performed, one for each primary outcome. A stepwise multivariable analysis with backward elimination was used to determine the best-fit model, with mFI acting as the main predictor. Hosmer-Lemeshow tests, C-statistics, and sensitivity analyses were performed, and variance inflation factors (VIF) were derived. These analyses helped establish goodness-of-fit and determine the presence or absence of multicollinearity.
To study the most common determinants of frailty, mFI 3 were used to form a subgroup of the frailest patients from the total study population. The six initial outcomes were regrouped into larger categories: all respiratory adverse outcomes (occurrence of unplanned intubation following surgery, occurrence of pneumonia following surgery, and occurrence of prolonged ventilation defined as use of a ventilator >48 hours following surgery) and all cardiac adverse outcomes (occurrence of cardiac arrest within 30 days following surgery and occurrence of myocardial infarction within 30 days following surgery). Bivariate analyses were performed between each of the 15 variables listed in ►Appendix B and all respiratory adverse outcomes, all cardiac adverse outcomes, and mortality. If a patient had > 1 individual respiratory or cardiac adverse outcome within its larger group, that outcome was counted only once.
For all univariate, bivariate, and regression models, a p value < 0.05 was considered significant. Data were entered and analyzed using SAS software (SAS Institute, Cary, NC), version 9.4.
Results
The study population included a total of 132,922 patients who underwent EGS between 2005 and 2015, inclusive. Due to missing data needed to tabulate the mFI score, 157 patients were excluded. A final total of 132,765 adult patients were included in our study (►Table 1). The majority of patients had mFI scores of 0, 1, or 2 (90.7%).
Patient Demographics
Patient demographics and comorbid conditions are shown in ►Table 1. The distribution of mFI cohorts by patient age is shown in ►Table 2. Of note, 28.8% of patients were > 60 years of age. Of those classified with an mFI score of 0, 61.04% were < 41 years. Conversely, those classified with mFI scores 3 had a greater proportion of patients > 60 years compared with those with mFI scores 2 (74.95 vs 22.75%, respectively). 
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Respiratory Outcomes ►Table 3 presents results from the adjusted multivariable logistic regression models examining the association between frailty and unplanned reintubation, pneumonia, and prolonged ventilation. 
Determinants of Frailty
A total of 12,346 patients had mFI scores 3 and comprised the subgroup of frailest patients used to identify the determinants of frailty. As described in the Methods section of this paper, the mFI score was created by compiling 15 specific NSQIP variables (►Appendix B). ►Table 7 shows the frequency of these variables in the frailest patient subgroup who experienced postoperative respiratory complications (unplanned reintubation, pneumonia, or prolonged ventilation). Similarly, ►Table 8 shows this information for those of the frailest patients that experienced postoperative cardiac complications (myocardial infarction or cardiac arrest), while ►Table 9 shows this information for those of the frailest patients who died. Among the frailest patients who experienced either a respiratory complication, cardiac complication, or death, it was found that hypertension requiring medication was the most frequently encountered mFI variable. It contributed to the frailty of 33.17% of patients who experienced a respiratory complication, 5.97% of patients who experienced a cardiac complication, and 23.36% of patients who died. The next most impactful mFI variable contributing to cardiac complication, respiratory complications, and mortality, was the patient's functional health status prior to surgery (whether or not the patient was partially or completely dependent preoperatively). Functional health status prior to surgery contributed to the frailty of 29.47% of patients who experienced a respiratory complication, 4.98% of patients who experienced a cardiac complication, and 22.22% of patients who died.
Discussion
We have shown that the mFI is a valid tool for the preoperative risk assessment of several cardiac and respiratory postoperative complications, and mortality. We have also analyzed the major determinants of frailty in a cohort of the frailest patients from this study population. Our study uniquely (1) investigates the association of frailty as determined by the mFI with specific postoperative cardiac complications (myocardial infarction and cardiac arrest), postoperative respiratory complications (unplanned reintubation, pneumonia and prolonged ventilation), and mortality in the EGS population; and (2) evaluates the individual variables comprising the mFI score to assess their distribution in the frailest patient subgroup that experienced these complications or mortality. By grouping the frailest patients and then identifying the frequency of each mFI variable by adverse outcome, it was possible to see which variables 
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played the most significant role in the morbidity and mortality of this population.
Previous research on the association of frailty with postoperative cardiac and respiratory complications combined cardiopulmonary outcomes. 21 Additional studies explored the relationship between single disease states and specific cardiac and respiratory complications among patients who underwent EGS, 22 while others focused on the impact of cardiopulmonary outcomes on the EGS population as a whole, rather than the impact of these complications on frail patients. 13 Our project was, therefore, novel as it studied the relationship between frailty and specific postoperative cardiac and pulmonary outcomes in the EGS population. We identified a significant association between the mFI and the adjusted odds of unplanned reintubation, pneumonia, and prolonged ventilation, separately. The odds of patients having unplanned reintubation, pneumonia, or prolonged ventilation were greater for all patients with an mFI score 1 compared with those with an mFI score of 0. Furthermore, the odds of each outcome increased with increasing mFI score; the only exception being a of the loss of trend when pneumonia was tested with mFI of 3 and mFI of 4. These findings correspond with previous research illustrating that among patients who underwent unplanned reintubation, older and more frail patients (as assessed by the mFI) had an increased risk of mortality. 24 We also identified a significant association between increasing mFI and the adjusted odds of cardiac arrest and myocardial infarction. The odds of myocardial infarction had the strongest association with frailty; a patient with an mFI 23 Dasgupta et al used the
Edmonton Frail Scale to measure frailty in elderly patients undergoing elective, noncardiac surgery; however, they reported no specific association between patients on oral beta blockers before surgery and postoperative complications. 18, 23 It is possible that the mFI is better able to assess the impact of frailty on postoperative complications in the EGS setting, revealing additional predictive factors for postoperative outcomes. This correlates with previous research that has identified the mFI as the most appropriate frailty index for calculating the risk of postoperative adverse outcomes and mortality in the EGS setting. 15 It is also possible that EGS, rather than elective noncardiac surgery in the study by Dasgupta et al, serves as a considerably more significant stressor in frail patients, involving more factors that are significantly associated with postoperative complications. We also found that functional status prior to surgery was frequently correlated with cardiac and respiratory complications, and mortality. This is in line with previous studies that have identified preoperative functional health status as an important predictor of outcomes after colorectal surgery, 24 ventral hernia repair, 25 hepatic resections, 26 and infrainguinal bypass surgery. 27 It is also congruent with Scarborough et al's research that studied 30-day postoperative outcomes and found that functionally dependent patients experienced a 75% greater odds of mortality and 51% greater odds of major morbidity than functionally independent patients. Frailty and EGS Postoperative Complications Akyar et al. e73
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Risk assessment in the elderly population undergoing emergency surgical procedures has been identified as a critical component of health care. 29 Recent literature has emphasized the need for an accurate assessment of the suitability of each patient for high-intensity surgical treatment, especially given the increase in presentation of frail patients in this setting. 30 A recent systematic review concluded that frailty predicts postoperative mortality, complications and prolonged length of stay, and identified frailty assessment as a valuable tool in perioperative assessment.
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Correctly identifying frailty can guide decision making and aid in the informed consent process involving patients and families. 32 We have shown, along with previous studies,
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that the mFI is a valid predictor of morbidity and mortality in frail patients undergoing EGS. The mFI is, therefore, a useful tool for clinical decision making in the EGS setting and may also be helpful for efficient allocation of hospital resources and opportunities for early intervention in high-risk frail patients.
Study Limitations and Strength
The high-quality of data collection and size of the NSQIP database allowed us to identify statistically significant findings in the relationship between frailty and mFI with valuable clinical implications. Our study has shown the ability of mFI to be used as a predictor of cardiopulmonary outcomes in the EGS population. This study has several limitations, including some that are inherent to the usage of administrative data. Though NSQIP is widely used in health services research due to its rigorous data collection and identification of postoperative complications, hospitals that participate in NSQIP may not be representative of the entire breadth of US hospitals. Hospitals participating in NSQIP have differences in patient volume, practice style, and case mix compared with hospitals not in NSQIP. 33 Such differences impact the generalizability of our findings to hospitals not participating in NSQIP. These differences also help explain the discrepancy between our study's population demographics and those published by Richardson et al as detailed in the introduction. Approximately 25% of our study participants were 65 years of age, while Richardson et al found that adults 65 years accounted for 50% of all emergent operations. 2 This difference in population demographics may also have resulted from the retrospective nature of our study. Retrospective studies are subject to potential confounding or selfreporting biases. While our study has adjusted for additional predictors, there may be other, unknown confounders affecting our results. Self-reporting bias, though likely minimized by the collection of data by trained clinical reviewers who sample cases on an 8-day cycle, 20 may lead to a misrepresentation of the volume, type of practices, and outcomes of hospitals participating in NSQIP. This would affect the classification of frailty and the magnitude of complications in our study. Future studies should focus on the prospective validation of the mFI in the EGS population in the context of specific cardiopulmonary postoperative complications and mortality. Lastly, in our study, all Hosmer-Lemeshow showed p values of < 0.001, which contradicts a good-fit model (►Table 3). While Hosmer-Lemeshow was used to assess goodness-of-fit, the use of the test has been debated when there are a large number of covariates in regression models or if a model has been overfit. 34, 35 Therefore, this test was not used as the sole indicator for goodness-of-fit. The high values of the C-statistics for each model provided support that our models were valid (►Table 3A). 34 Sensitivity analyses also supported the goodness-of-fit of our final models as the p values of each mFI category were retained following adjustments to the initial, unadjusted models (►Table 3B). Additionally, the VIF results indicated a lack of multicollinearity in the final models (►Table 3C). 36 Multicollinearity occurs when predictor variables are correlated with each other. 36 Inclusion of these variables together in one model creates redundancy that can mask the true effect between predictors and the outcome. 36 Since our VIF values were low (range: 1.004-2.070), we have supported that multicollinearity does not exist in our final models. Because there was evidence on multiple tests that the models found were valid, we concluded that our models were appropriate despite the Hosmer-Lemeshow test results.
Conclusions
The mFI can successfully predict the odds of postoperative cardiopulmonary complications in the EGS population and is significantly associated with unplanned reintubation, pneumonia, prolonged ventilation, cardiac arrest, myocardial infarction, and mortality. Specific variables comprising the mFI score, including hypertension requiring medication and functional status prior to surgery, have the most significant impact on the frailest patients who experience these cardiopulmonary complications or mortality. 
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